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Abstract: Regulatory T cells (Tregs) are essential for the maintenance of tolerance to self and non-self
through cell-intrinsic and cell-extrinsic mechanisms. Peripheral Tregs survival and clonal expansion
largely depend on IL-2 and access to co-stimulatory signals such as CD28. Engagement of tumor
necrosis factor receptor (TNFR) superfamily members, in particular TNFR2 and DR3, contribute to
promote peripheral Tregs expansion and sustain their survival. This property can be leveraged to
enhance tolerance to allogeneic transplants by tipping the balance of Tregs over conventional T cells
during the course of immune reconstitution. This is of particular interest in peri-transplant tolerance
induction protocols in which T cell depletion is applied to reduce the frequency of alloreactive T cells
or in conditioning regimens that allow allogeneic bone marrow transplantation. These conditioning
regimens are being implemented to limit long-term side effects of continuous immunosuppression and
facilitate the establishment of a state of donor-specific tolerance. Lymphopenia-induced homeostatic
proliferation in response to cytoreductive conditioning is a window of opportunity to enhance
preferential expansion of Tregs during homeostatic proliferation that can be potentiated by agonist
stimulation of TNFR.
Keywords: regulatory T cells; lymphopenia; homeostatic proliferation; transplantation; TNF/TNF
receptors; graft-versus-host disease; graft rejection
1. Introduction
1.1. The Role of Regulatory T Cells in Transplantation
The initial description of T cells exhibiting suppressive function is attributed to Nishizuka and
coworkers. Neonatal thymectomy at day 3 of age, but not at day 7 or later, induced autoimmune
disease [1]. In the late 1980s, it was discovered that non-depleting monoclonal antibodies targeting
co-receptor molecules, namely CD4, could lead to long-term acceptance of allografts in mice [2,3].
That state of immune tolerance was dependent on CD4+ T cells, and it could be induced in new
cohorts of T cells, a process known as infectious tolerance [4,5]. Those CD4+ T cells stimulated with
alloantigens acquired a non-responsive state that could transfer tolerance to the same alloantigen present
in third-party recipients [6]. In 1995, Sakaguchi and coworkers identified a subpopulation of CD4+ T
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cells that exhibited constitutive expression of the IL-2R alpha subunit (CD25) and that were termed
regulatory T cells (Tregs) [7,8]. The adoptive transfer of CD4+CD25+ T cells prevented autoimmune
disease development induced by CD4+CD25− T cells [7], and the suppressive function was defined
later as dependent on the expression of transcription factor forkhead box P3 (Foxp3) [9]. Later, it was
shown that the antibody-induced transplantation tolerance was also mediated by CD4+CD25+ cells [10].
Those regulatory cells were demonstrated to seed tolerated allografts, protecting them from rejection [11].
Golshayan et al. showed that in vitro expanded alloantigen-specific Tregs cell clones provide efficient
adjuvant therapy to prolong allograft survival [12].
Among Foxp3+ Treg cells, some of them are generated in the thymus (tTreg) while others are
induced from uncommitted T cells in the periphery (pTreg) when activated in the presence of TGF-β
and IL-2 [13]. pTreg cells are essential in the control of inflammation at the epithelial barriers (gut and
lung) [14] and in the modulation of persistent chronic inflammation in infectious diseases [15]. In these
two scenarios, Tregs dampen inflammation to limit tissue damage and the subsequent immune
pathology [16]. These regulatory T cells are also essential to counterbalance the pathogenic allogeneic
immune responses in transplantation [11,17,18].
In vitro artificially differentiated Tregs (so called, in vitro-induced Tregs or iTregs) have been the
subject of intense research in the clinical arena for their promising therapeutic activity in exacerbated
inflammatory diseases, such as autoimmunity, prevention of graft-versus-host disease, graft rejection,
and chronic persistent infection. This name refers to all Tregs differentiated ex vivo from naïve T
cells using different methodologies such as exposure to signal 1 (anti-CD3)/signal 2 (anti-CD28) in
the presence of TGF-β and IL-2 to promote their clonal expansion. However, iTregs lack a proper
epigenetic programing and, as a result, tend to be unstable and lose Foxp3 expression [19]. Besides the
classical populations of Foxp3+ Tregs of lymphoid organs, an emerging diversity of tissue-resident
Tregs populations distributed throughout the body and detected in the tumor microenvironment has
been identified. It appears that they can gain specific transcription factors typical of different pathogenic
T cell subsets and adopt similar migration patterns to follow them to the sites of inflammation where
they can modulate in situ the course of the immune reaction [20]. A particular Treg population with
specific anatomic preferences is T follicular regulatory (Tfr) cells that have the unique ability to migrate
to B cell follicles where they regulate germinal center reaction and humoral immune responses [21].
The number of Treg cells and their suppressive functional activity are of paramount importance
for the maintenance of normal homeostasis of the immune system. Tregs differentiation and survival
depends on soluble and membrane-bound signals delivered by nearby immune cells and stroma cells
of lymphoid and non-lymphoid tissues [14,17,22]. An outlook of the cell-intrinsic and cell-extrinsic
mechanisms mediated by Tregs is depicted in Figure 1.
1.2. T Cell Depletion in Peri-Transplant Regimens and Allogeneic Bone Marrow Transplantation to Promote
Long-Term Survival of Allografts
Current immunosuppression effectively prevents and reverses acute rejection episodes;
however, the long-term survival of transplanted organs has not improved significantly in the last
two decades. This is in part due to the failure of immunosuppressive drugs to prevent chronic
rejection and the intrinsic toxic side effects of the long-term administration of immunosuppression that
gradually deteriorate graft function of the transplanted organ resulting in end-stage disease [23,24].
The other clinical scenario is allogeneic bone marrow transplantation for the treatment of malignancies
or the induction of transplantation tolerance that requires cytoreductive-conditioning regimens for the
successful engraftment of donor hematopoietic cells. In order to tackle these hurdles, tolerance induction
based on peri-transplant T cell depletion or conditioning of the host with low-dose irradiation and
co-stimulatory blockade have been put forward to minimize immunosuppressants, which are otherwise
necessary for the maintenance of graft survival in the long-term [25,26]. In transplantation, the use
of polyclonal rabbit serum against thymocytes (rATG) or the use of alemtuzumab monoclonal
antibody (anti-CD52, CAMPATH-1), besides irradiation, are the main common approaches to reduce
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the frequency of alloreactive T cells [27,28]. These approaches, however, induce lymphopenia,
which stimulates homeostatic proliferation and restoration of the normal lymphocyte counts in the
peripheral compartments of secondary lymphoid organs. This proliferative response converts naïve
T cells into memory T cells with increased cytotoxic capacity that then become resistant to current
immunosuppressive regimens, including CTLA-4.Ig-mediated co-stimulation blockade [27,29,30].
Henceforth, we will refer as T cell repertoire resistant to costimulatory blockade to the set of T
cells arisen after T cell depletion in response to lymphopenia that repopulate the peripheral T




Figure 1. Suppressive mechanisms of regulatory T cells (Tregs). Regulatory T cells (Tregs) play a 
central role in maintaining immune self-tolerance and preventing autoimmune diseases. Tregs with 
suppressive function, characterized by expression of the forkhead/winged-helix transcription factor 
Foxp3 (Foxp3), are generated either in the thymus (tTregs) or in the periphery (pTregs), the latter from 
naïve T cells under the influence of TGF-β and IL-2. The following cell-extrinsic and cell-intrinsic 
Tregs suppressive mechanisms operate on effector T cells, NK cells, as well as on antigen-presenting 
Figure 1. Suppressive mechanisms of regulatory T cells (Tregs). Regulat r cells (Tregs) play a central
role in maintaining immune self-tolera ce and prev nting autoimm ne diseases. Tregs with suppressive
function, characterized by expression of the fo khead/winged-helix transcriptio factor Foxp3 (Foxp3),
are generated either in the thymus (tT egs) or in the periphery ( Tregs), the latter from naïve T cells
under the i fluenc of TGF-β and IL-2. The following cell-extrinsic and cell-intri si Tregs uppressive
mechanisms operate on effector T cells, NK cells, as well a on antigen-presenting c lls (APC) to regulate
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their function: (1) CTLA-4 engagement of CD80/CD86 induces the expression of indoleamine
2,3-dioxygenase (IDO) enzyme. This enzyme degrades tryptophan, which is an essential amino
acid required for T cell proliferation and survival. The catabolism of this amino acid gives rise to toxic
metabolites that inhibit effector T cell function leading to impaired humoral- and cellular-mediated
immune responses. (2) An additional cell extrinsic mechanism of suppression is mediated by CTLA-4
that it is constitutively expressed on Tregs. CTLA-4 expressed on Tregs suppresses CD28-mediated T cell
activation by a dual mechanism: competing with CD28 for binding to CD80/CD86 (B7.1/B7.2) ligands and
induction of CD80/CD86 transendocytosis to shut down co-stimulation. (3) Under resting conditions,
high-affinity IL-2R (IL-2Rαβγ) is constitutively expressed on Tregs that require basal amounts of IL-2
for their survival. Tregs suppress T cell effector function by limiting the availability of IL-2 produced by
activated T cells right after receiving co-stimulatory signal 2, which is essential for autocrine-mediated
proliferation. Tregs do not produce IL-2 themselves, although they can compete very efficiently for this
cytokine, inducing IL-2 starvation and apoptosis of neighboring effector cells. (4) Another suppressor
activity of Tregs is mediated via the secretion of immunosuppressive cytokines such as IL-35, IL-10,
and TGF-β. IL-35 is a heteromeric member of the IL-12 family composed of p35 (IL-12A) and Ebi3
(Epstein–Barr virus-induced gene 3) subunits, which, together with IL-10, cooperatively suppresses the
functional activity of conventional T cells. The other key cytokine in Tregs function is TGF-β which is
synthetized as a pro-TGF-β precursor, a heterodimer composed of latency-associated protein (LAP)
and mature TGF-β. After signal peptide removal, TGF-β precursor is processed by proteolytic cleavage
(furin) to generate the mature polypeptide from the pro-domain. Mature TGF-β remains non-covalently
associated to LAP. Latent TGF-β may be secreted alone, but in this form is inactive until it is released
from LAP. GARP (glycoprotein A repetitions predominant) is a membrane-bound protein that transports
and anchors latent TGF-β to the Tregs cell surface and can inhibit effector function upon cell-to-cell
contact with nearby effector T cells expressing the receptor for this cytokine. Active TGF-β binds to
type II TGF-β receptor leading to phosphorylation and recruitment of TGF-β receptor type I into a
heteromeric receptor complex. Mature TGF-β can act either on Tregs themselves (autocrine manner) or
target cells in their vicinity (paracrine manner). (5) Adenosine (ADO) is a purine nucleoside produced
via enzymatic hydrolysis of extracellular ATP by the coordinated action of nucleoside triphosphate
diphosphohydrolase CD39 and the ecto-5′-nucleotidase CD73, two membrane-bound proteins of Tregs.
Adenosine interacts with distinct cell surface G-protein-linked receptors expressed on a variety of
immune cells. Among these receptors, effector T cells and NK cells express A2A receptors, whereas A2B
receptors are found on granulocytes. The engagement of adenosine receptors by adenosine inhibits
NK cells, effector T cells functions, and induces a tolerogenic phenotype on APC. (6) Tregs can also
behave as cytotoxic cells killing target cells (APC, NKs, and T cells) through the secretion of perforin
and granzymes, and the subsequent induction of apoptosis. (7) Competition for signal 4 by tumor
necrosis factor receptor (TNFR) endocytosis: CD27 expressed on the surface of Tregs binds to CD70
on APCs and this leads to CD70/CD27 complex internalization into the APCs, preventing CD70 from
binding CD27 present in surrounding cells. Red dotted arrow: Perforin/granzyme cytolytic pathway,
blue dotted arrow: cytokine interaction with its receptor, green dotted arrow: enzymatic conversion of
ATP to AMP and red dotted arrow: enzymatic conversion of AMP to adenosine.
American physiologist Walter Cannon was the first scientist that coined the term homeostasis to
define the tendency of an organism to restore its original status in the face of unexpected disturbances.
Cell numbers are kept constant despite alterations inflicted by the action of different inflammatory
threats [31]. The principle of immune homeostatic regulation is competition for limited resources of the
remaining cells left within an emptied niche when T cell numbers are reduced after lymphocyte depletion
leading to lymphopenia [32]. Under non-inflammatory conditions, homeostasis of naïve and memory
T cells is under independent regulation [32]. The separation of cellular niches ensures simultaneously
efficient protection against common pathogens, the maintenance of immunological T-cell memory,
and a reservoir of T cell repertoire diversity capable of coping with new antigenic threats [33].
The accomplishment of complete immune repopulation after lymphopenia induction (T cell
depletion or irradiation) is still an unmet goal in many of the clinical settings such as in autologous or
allogeneic hematopoietic stem cell transplantation (HSCT) and cancer chemotherapy. In both humans
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and mice, lymphopenia creates an immunological niche of emptied space that is readily repopulated.
This situation leads to conversion of residual naïve T cells into memory T cells, which, along with residual
memory T cells resistant to T cell depletion, would expand in the periphery giving rise to an oligoclonal
T cell repertoire with limited T cell receptor (TCR) diversity and prone to autoimmunity [34–36].
The repopulation of lymphocytes in lymphopenic environments depends on the relative contribution
of two orchestrating reconstitution pathways. The first path is peripheral expansion of naïve,
effector/memory residual T cells that remain after T cell depletion that proliferate actively in response
to antigenic stimuli (such as commensal bacteria of the gut), as well as to freely available abundant
homeostatic cytokines such as IL-7, IL-2, and IL-15. In the presence of an active thymus, this initial
burst of memory T cell expansion is followed by the generation of a wave of recent thymic emigrants
via thymopoiesis and their export to the peripheral pool [37,38]. T cell repopulation in response to
lymphopenia revealed the existence of two types of lymphopenic environments: severe lymphopenia
typical of immunodeficient mice (nude mice, SCID mice, Rag1 KO mice, or lethally irradiated mice)
and mild lymphopenia that occurs in normal antibody-mediated T cell depleted mice or in sub-lethally
irradiated mice [28,29,31,32]. In severe lymphopenia, an intense, fast, spontaneous homeostatic
proliferation predominates, which is IL-7-independent and driven by antigens derived from commensal
bacteria of the gut. Cell division occurs every 6–8 h and permits the reconstitution of an oligoclonal low
TCR affinity T cell repertoire cross-reactive with endogenous antigens (self-antigens and commensal
microflora) and prone to induce tissue inflammation and autoimmune disease [28,29]. In slow
homeostatic proliferation, the immune system faces less severe lymphopenia, often induced through
selective depletion of T lymphocytes via rATG or alemtuzumab, or after a sublethal dose of irradiation,
in the presence of an intact thymus. In this scenario, a slow homeostatic proliferation rate predominates
in response to this type of mild lymphopenia. It is IL-7-dependent, TCR-independent, and cell
division occurs in secondary lymphoid organs every 24–36 h [37]. Contrary to fast proliferation,
slow proliferation is more beneficial for the host as it regenerates a more diverse TCR repertoire
composed predominantly of naïve T cells [29]. One limitation of these T cell repertories regenerated
after lymphopenia inductive regimens is that they become highly cytotoxic against donor cells, and the
frequency of memory-like T cells resistant to conventional immunosuppression and co-stimulation
blockade is high [39]. Therefore, these clinical interventions in the early post-transplant stage may
predispose patients to rejection due to a misbalance of naïve/memory T cells and Treg cells in the
newly developed repertoire [27,30]. These approaches can trigger a serious autoimmune-prone T
cell repertoire particularly in adults and in the elderly, in which thymic output is physiologically
compromised to some extent [40]. Although thymic export of recent thymic emigrants decays gradually
from puberty onwards to adulthood, T cell counts in secondary lymphoid organs remain constant.
This suggests that thymic-independent pathways of T cell regeneration that rely on homeostatic
proliferation are in place in adults to compensate for the progressive deficiency in thymic output,
although this comes at the expense of loss of TCR diversity [40]. In aging people, this scenario creates
a bias of the T cell repertoire that predominantly favors T cells exposed to continuous stimulation
by the antigenic milieu of the host at the time of T cell repopulation and the loss of TCR diversity.
Residual naïve T cells remaining after T cell depletion bearing TCRs for Ags that were absent at the
time of T cell reconstitution are barely represented [41] (Figure 2).
The initial, spontaneous, fast peripheral T cell expansion due to active proliferation in response to
lymphopenia takes advantage of the presence of an abundant amount of freely available cytokines
in the internal milieu and plenty of antigen-driven signals. This abnormal proliferation needs to be
regulated at early time points to control the undesirable side effects of a newly generated oligoclonal T
cell repertoire mainly composed of effector/memory T cells resistant to immunosuppression in the
recipient of an allograft [28,41]. In patients with sufficient thymic function, de novo T cell production
and export of recent thymic emigrants (naïve T cells and tTregs) restricts the course of peripheral
expansion of memory-like T cells and, thus, helps to restore a diverse T cell repertoire not prone to
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autoimmunity. This regenerated immune system is fully proficient and operative to recognize and
fight infectious threats [33].Int. J. Mol. Sci. 2019, 20, x FOR PEER REVIEW 1 of 23 
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to T cell depleti Rabbit polyclonal anti-th mocyte globin ATG (rATG) and alem uzumab are
the two biologics most freq ently used in T cell depleting protocols to reduce the frequency of
alloreactive T cells from the T cell repertoire of patients immediately after transplantation. This clinical
intervention aims at preventing early episodes of acute graft rejection and permits post-transplant
tapering of immunosuppression. Whole-body irradiation of the recipient is also applied in allogeneic
bone marrow transplantation to allow the engraftment of donor stem cells that also depletes the
peripheral compartment of T cells. In the depicted hypothetical model, repopulation of the peripheral
T cell repertoire occurs via thymus output of recent thymic emigrants and peripheral expansion of
predom n ly residual effector/memory T cells along with a very sm ll populat on of naïve T cells
resistant to T cell depletion or irradiation. Two waves of T cell r population occur in response to
lymphopenia to restore a depleted lymphoid peripheral compartment rich in growth factors and space to
repopulate. First, the few remaining residual naïve T cells and more abundant residual effector/memory
T cells quickly proliferate (fast spontaneous proliferation). After this initial repopulation wave, a second
wave of slow T cell proliferation starts. In the presence of an intact thymus, recent thymic emigrants
actively exit the thymus and enter the peripheral compartment, in which they are converted into
effector/memory T cells while replicating. T is wave of thymic output also contains thymic Tregs
(tTregs) that, along with pTregs converted from naïve T cells under the influence of TGF-β, configure the
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Tregs peripheral pool. Thymic emigration is paramount to regulate the rate of recovery of the peripheral
T cell pool through a process termed lymphopenia-induced slow proliferation. During this phase of
in vivo T cell reconstitution, expansion of Tregs can be favored by the administration of IL-2/anti-IL-2
immune complexes that, combined with agonist signaling through TNFR, provides an advantage to
Tregs over alloreactive T cells and tips the balance towards regulation instead of aggressive response.
Through this approach of selective expansion of Tregs during T cell repopulation, a more effective
modulation of effector alloreactive T cell responses can be achieved in conditioning regimens that
require mild T cell depletion in the peri-transplant period. The predominant pathway in the presence
of thymic activity is slow proliferation that restores a complete T cell repertoire with sufficient TCR
diversity and protects from autoimmunity. Red zigzag arrow: irradiation and blued dotted arrow at
the balance indicates the increase in weight of Tregs expansion.
Either ex vivo or in vivo expanded Tregs (tTreg or pTreg) represent a unique lymphoid population
endowed with cell-intrinsic and cell-extrinsic features to counterbalance the active proliferation of
memory-like cells in lymphopenic environments that predisposes the host to autoimmunity and to
develop greater alloimmune responses. Therefore, the introduction of novel approaches that allow
full reconstitution of the peripheral T cell compartment with sufficient TCR diversity and not prone
to autoimmunity needs more intensive research to manipulate lymphopenia-induced homeostatic
proliferation with therapeutic purposes to either enhance or mitigate immunological responses.
This idea places Tregs at the central stage of current research.
1.3. In Vivo versus in Vitro Tregs Expansion to Modulate Graft Rejection
The number of Treg cells and their suppressive functional activity are of paramount importance
for the maintenance of normal homeostasis of the immune system. The maintenance of Tregs
in vivo depends on CD28 engagement by B7 ligands as demonstrated in B7- or CD28-deficient mice,
which are practically devoid of Tregs [42]. This explains why the administration of soluble CTLA-4.Ig
(a costimulatory blockade molecule that competes with CD28 for binding to B7 molecules) reduces Tregs
cell number in secondary lymphoid organs [43–45]. Indeed, there is an inverse correlation between the
dose of CTLA4.Ig administered and the absolute number of Tregs in both mice and humans [46–48].
In clinical transplantation, nevertheless, the effect of a high-affinity variant of CTLA4.Ig (belatacept) on
Tregs has been difficult to assess because this biologic is administered in combination with blocking
antibodies targeting IL-2Rα and cyclosporine [48,49]. The latter is known to decrease Tregs survival
by blocking IL-2 production. Despite this, it is currently widely accepted that use of high doses of
CTLA4.Ig is detrimental to Treg survival, whereas low doses of CTLA4.Ig, unable to saturate B7,
may favor Tregs expansion to some extent in the long term [46–48].
Another robust costimulatory blockade strategy in transplantation consists of donor-specific
transfusion administered along with anti-CD40L blockade (clone MR1, eliminates recently activated
CD4 T cells transiently expressing CD40L and prevents T cell help to B cells). This approach is
very reproducible and efficient to induce long-term survival of vascularized allografts by inducing T
follicular regulatory cells (Tfr) and tipping the balance of Tregs over effector T cells [5]. Tregs apparently
increase at the expense of depletion of effector CD4 T cells, but not due to expansion, contributing to
modulate T cell mechanisms of rejection [50,51]. When this approach is combined with low doses of
CTLA4.Ig, the survival outcome improves, and immunoregulatory mechanisms seem to be involved
in tolerance induction [46,51,52].
In brief, the co-stimulation blockade by targeting CD28/B7 and CD40/CD40L pathways is still
an unmet clinical reality not comparable with that achieved in preclinical settings. This is in part
because anti-CD40L antibody treatment in non-human primate models was associated with severe
thromboembolism episodes [53]. Future research will provide us with a further understanding on how
to harness these pathways for the benefit of Treg expansion to promote immunoregulatory mechanisms
vital for the induction of transplant tolerance.
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Since the discovery of the co-culture assay of CD4+CD25+ (suppressor) T cells and CD4+CD25-
(effector) T cells, in which the suppressive potency of in vitro derived Tregs could be evaluated by
its ability to prevent effector T cell proliferation [54], an array of experimental approaches has been
implemented so far for the in vitro expansion of Tregs. Although this is not the focus of this review, it is
worth mentioning that, in essence, most Tregs expansion protocols rely on in vitro stimulation of sorted
Tregs displaying the CD4+CD25+CD127- (IL-7Rα) phenotype with polyclonal stimuli that consists
of anti-CD3/anti-CD28 antibodies attached to beads. This is done in the presence of growth factors
such as soluble IL-2 and/or TGF-β, and rapamycin (the latter to prevent parallel expansion of residual
conventional T cells contaminating the cell culture of sorted Tregs) [55,56]. Rapamycin also exhibits an
add-on effect expanding Tregs in vitro [57]. Other drugs, such as epigenetic modifiers 5-azacytidine
(hypomethylating agent) and decitabine (histone deaminase inhibitor), have been applied in HSCT in
an attempt to attenuate GvHD through an epigenetic control of Foxp3 expression in both preclinical
and clinical settings. These pharmacological interventions induce a significant increase in the number
of pTregs associated with decreased GvHD [58,59]. As opposed to in vitro induced Tregs, which are
rather unstable and prone to lose Foxp3 expression and suppressive function after extensive culture
periods, in vivo expansion of Tregs opens up an appealing new window of opportunities in the field of
immunology that deserves more attention in the coming future.
2. Molecules of the Tumor Necrosis Factor (TNF)/TNFR Superfamily Involved in Tregs Expansion
Two main groups of molecules have evolved in the immune system for the maintenance
of its function: immunoglobulin superfamily and TNF/TNFR superfamily. While TNFRs are
primarily expressed on immune cells, their ligands display a broader pattern of expression not
only restricted to immune cells with antigen-presenting function, but also are present in non-immune
cells. TNFR molecules are type I proteins that are differentially expressed on Tregs when compared to
effector/memory T cells, in which expression is usually lower, although this depends on the TNF/TNFR
ligand interaction considered. In contrast, TNF superfamily ligands are type II transmembrane
proteins characterized by a C-terminal TNF homology domain (THD), which promotes assembly of
homotrimeric molecules and binding to TNF receptor superfamily (TNFRSF) receptors. They exist
in two forms: membrane-bound or soluble after proteolytic processing (metalloproteases or other
proteases such as furin) of the stalk region separating the THD from the transmembrane domain.
They behave as soluble cytokines executing their regulatory or inflammatory functions over the course
of the immune response [60–63]. Agonist antibodies against TNFR or agonist ligands used as soluble
fusion recombinant proteins can promote proliferative and survival signals on Tregs. So far, the most
promising targetable molecules to achieve in vivo expansion of Tregs are members of the TNFR
superfamily, TNFR2 and DR3 and their ligands TNF and TL1A, respectively [64–66]. This approach
offers some advantages over previous strategies based on the use of IL-2/anti-IL-2 immune complexes
because a more selective expansion of Tregs can be achieved [64,65,67].
3. Redundant Functional Activity of TNFRSF Members in Tregs Differentiation and Survival
Two signals, signal 1 (TCR/peptide MHC) and signal 2 (CD28/B7), are essential to modulate the
initial phase of T cell activation that prepares T cells for peripheral expansion and cell differentiation
towards effector T cells. As soon as T cells become activated, profound changes occur in the array of
molecules expressed. This response is accompanied by upregulation of cell surface proteins of the
tumor necrosis factor receptor (TNFR) superfamily. The most relevant members of this family with
implications in Tregs expansion are TNFR2 (TNFRSF1B), DR3 (TNFRSF25), glucocorticoid-induced
TNFR-related protein (GITR, TNFRSF18), and OX40 (CD134, TNFRSF4), although in this review we will
center our attention on the two first receptors for their primary implication in in vivo Tregs expansion.
TNFR members independently or collectively work together to promote Tregs precursor differentiation
in the thymus and to maintain Tregs homeostasis and function in the periphery [66,68,69].
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Some members of the TNFR superfamily have been reported to play redundant functions in the life
of Tregs. Loss of function of each of the above-mentioned TNFR members impairs thymic development
and conversion of naïve T cells into peripheral Tregs with suppressive activity. Consequently, Tregs cell
numbers in primary and secondary lymphoid organs are reduced [69]. Whereas the genetic deficiency
(gene KO or tailless dominant negative forms) of one of the TNFR member results in mild reductions
of Tregs cell number, when combined with deficiency of other TNFR members, pTregs counts drop
drastically in these mice because of loss of thymic Tregs production from Tregs precursors [68].
This suggests that loss of one TNFRSF member on Tregs can still be compensated for by the function
of others. However, the loss of multiple receptors or the loss of downstream signaling molecules
they share such as RelA (NF-kB transcription factor) leads to severe defects in Tregs formation in the
thymus that is translated into a paucity of Tregs in the periphery. This finding supports the primordial
function of RelA in Tregs development [70]. In contrast, the transcription factor c-Rel has been shown
to be essential for the efficient induction of Foxp3 in thymic Tregs precursors [69]. This suggests a
division of labor and cooperation in the transcriptional control of different members of the NF-kB
transcription factors in Tregs cell development. Despite the relevance of RelA in Treg development,
this transcription factor has been shown to be dispensable for the differentiation of antigen-specific
CD8+ effector T cells as well as CD4+ type 1 helper (Th1) and follicular T helper (Tfh) cells [69].
In summary, the TNFRSF–NF-kB axis is a non-redundant pathway to maintain Tregs pool constant in
lymphoid and non-lymphoid tissues in both mice and humans.
It has been proposed that upregulation of the TNFR members in the thymus and the observed
greater expression of these receptors on Tregs than on conventional T cells may be related to positive
selection of thymic Tregs. The increased expression of some TNFR members in Tregs cell progenitors
of the thymus and their engagement by their correspondent ligands would provide Tregs with a
competitive survival advantage over non-Tregs to access a limited source of IL-2 growth factor in the
developmental niche of the thymus [69]. These receptors may have a costimulatory effect on Tregs cell
precursors and promote their conversion into mature FoxP3+ Tregs cells in the thymus [68]. All in all,
this would lower the threshold of T cell activation of Tregs that exhibit high-affinity T cell receptors
(TCR) and recognize self-peptide ligands in the context of major histocompatibility complex (MHC)
class II molecules, and would promote their selection [68,71].
4. The Role of TNFR1 and TNFR2 in In Vivo Tregs Expansion
Tumor necrosis factor was first identified and isolated tracking its ability to kill tumor cells in vitro
and induce local hemorrhagic necrosis of transplantable tumors in mice, and for mediating endotoxin
shock when released in large amounts in response to lipopolysaccharide [72]. It is also of primordial
importance in the regulation of leukocyte attachment and migration through the endothelial layer to
the site of inflammation [73]. The first key evidence of the role of TNF in immune-related inflammatory
disorders came from the finding that antibody-mediated blockade of TNF inhibited the synthesis of
pro-inflammatory cytokines such as IL-1, IL-6, and GM-CSF in synovial cell cultures. This discovery
fueled the concept that TNF was at the top of a pro-inflammatory cytokine cascade and enlightened
the path for treatment development [74].
Tumor necrosis factor (TNF) has two receptors, TNFR1 (TNFRSF1A, CD120a) and TNFR2
(TNFRSF1B, CD120b), each one with different pathways of signal transduction [75]. TNF presents two
forms, a membrane-bound form (mTNF that activates both TNFR1 and TNFR2) and a soluble form
that activates TNFR1 only. mTNF can be proteolytically processed into soluble TNF (sTNF) by the
metalloprotease ADAM17. TNFR1 is widely expressed on any type of cell, although undetectable
by flow cytometry on Tregs or conventional T cells. Thus, whereas TNFR1 has ubiquitous cellular
expression, TNFR2 presents a more restricted pattern of expression encompassing conventional
T cells, Tregs, myeloid-derived suppressor cells (MDSCs), endothelial cells, and neurons [76,77].
Most human and mice Tregs express high levels of TNFR2, which is crucial for Tregs proliferation and
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the maintenance of Tregs suppressive function [65,78]. TNFR2+ Tregs are indeed more potent than
TNFR2-deficient Tregs [77,79].
TNFR1, and the closely related receptor DR3, both contain an intracellular death domain (DD)
which, according to structural studies on DR3, can shift from a resting compact fold to an active
elongated fold able to interact with itself and to additionally bind signaling DD-containing proteins
such as TNFR1-associated death domain (TRADD) and RIPK1 [80]. Self-interactions of the DD may
extend receptor oligomerization initiated by ligand binding and explain why TNFR1, but not TNFR2
that lack a DD, can respond to soluble TNF (Figure 3A). TNFR1 and TNFR2 signaling has recently been
reviewed extensively [81]. Briefly, TRADD recruits a TRAF2-containing ubiquitin ligase complex that
modifies RIPK1 with K63-linked ubiquitins, allowing recruitment of a second ubiquitin ligase complex,
LUBAC that further modifies RIPK1 with linear ubiquitin chains to recruit the adaptor proteins TAB2
and NEMO and their associated kinases TAK1 and IKK2. TAK1 activates IKK2, which is at the apex of
the usually pro-inflammatory and pro-survival classical NF-kB signaling pathway (Figure 3B, left part).
The signaling complex can detach from the receptor and replace it with the DD-containing adaptor
Fas-associated death domain (FADD) that, in turn, recruits pro-caspase-8. When NF-kB is active,
FLICE/Caspase 8 inhibitory protein (FLIP) expression is induced, FLIP keeps pro-caspase-8 in check,
and the soluble complex still activates classical NF-kB (Figure 3B, central part). If NF-kB is deficient,
for example by lack of TRAF2-containing ubiquitin ligase complexes, the soluble signaling complex
signals cell death, either by activation of caspase-8 and apoptosis or, in the absence of caspase activity,
by RIPK1-mediated, RIPK3- and MLKL-dependent necroptosis (Figure 3B, right part). TNFR2 has
no intracellular DD and cannot signal cell death directly. When activated by membrane-bound TNF,
TNFR2 directly recruits the TRAF2-containing ubiquitin ligase complex, leading to activation of
classical NF-kB (Figure 3C, left part). This also activates the alternative NF-kB signaling pathway,
as the ubiquitin ligase complex is not available anymore to target, via TRAF3, the kinase NIK for
proteasomal degradation. NIK accumulates and activates IKK1 at the apex of alternative NF-kB
signaling (Figure 3C). Depletion of TRAF2-containing ubiquitin ligase complex on TNFR2 can also
divert TNFR1 signaling from NF-kB to cell death (Figure 3B) [81]. In Tregs, the net effect of TNFR2
signaling is to reinforce expression of signature genes (FoxP3, CTLA-4, CD25, and GITR) and the
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formation (bi-directional arrow) that would explain responsiveness to soluble ligands. DD-containing
proteins TRADD and RIPK1 are also recruited to activated DD. Model based on Yin et al. 2019 [80].
(B) TNFR1 receptor-interacting signaling complex and its derived soluble signaling complexes.
Successive recruitment of two ubiquitin ligases complexes to TNFR1 allows ubiquitination of RIP1
(K63-linked and linear poly-ubiquitin) to recruit TAK1 and IKK2 for the activation of MAPK and
classical NF-kB. Unlike what happens in other death receptors, the adapter FADD is not recruited to
TNFR1. The signaling complex must first dissociate from receptors as a cytosolic complex to bind FADD
and pro-caspase-8. If pro-caspase-8 is inhibited by FLICE/Caspase 8 inhibitory protein (FLIP), cell death
is not induced. If NF-kB is impaired, active caspase-8 is produced, which processes RIPK1 to an inactive
form and induces apoptosis. If caspases are inhibited, RIPK1 is not cleaved and induces necroptosis
via RIPK3 and MLKL. Model based on the review of Wajant and Siegmund [81]. (C) Signaling by
TNFR2. TNFR2 activates classical NF-kB by a mechanism similar to that of TNFR1, except that the
DD-containing proteins TRADD and RIPK1 are not implicated. As the ubiquitin ligase that targets NIK
for degradation in the resting state is recruited to TNFR2 upon signaling, NIK escapes degradation
and stimulates alternative NF-kB signaling via IKK1. Model based on Wajant and Siegmund [81].
(D) Graphical legend for signaling components depicted in panels A, B, and C.
5. Evidence of the Anti-Inflammatory Functions of TNF and Its Role in Tregs Function
Apart from the predominant proinflammatory function of TNF, multiple sources support an
anti-inflammatory role of this cytokine in chronic infections and in the chronic phase of many
inflammatory diseases [83]. One of the first compelling indications of the impact of TNFR2 in Tregs
biology was that TNFR2-deficient mice exhibited a reduction in Tregs cell number in both the thymus and
secondary lymphoid organs [84]. This phenotype was similar to that seen in mice that are triple-knockout
for the three known (human) TNFR2 ligands: TNF, lymphotoxin-α, and lymphotoxin-β [78], of which
TNF might be the most relevant due to the fact that only mouse TNF binds to mouse TNFR2 [85].
Mice knock-in for human TNF, which unlike mouse TNF does not bind to mouse TNFR2, have a
decreased Treg function, unless they are also knock-in for human TNFR2. Specific ablation of
TNFR2 in Tregs did not decrease their numbers but diminished expression of signature genes and
impaired suppressive activity in vitro, and in vivo in an experimental autoimmune encephalitis model,
directly demonstrating a critical intrinsic role of TNFR2 to maintain the functionality of Treg cells [82].
Further evidence links TNFR2 with Tregs function because co-transfer of TNFR2-deficient Tregs
along with naïve CD4 T cells into immunodeficient Rag1 KO recipient mice did not prevent colitis
development [78]. Whereas Tregs are capable to suppress in vivo IL-6 production in response to
LPS injection, Tregs from TNFR2-deficient mice failed to do so, although they could still suppress
T cell proliferation in the gold standard in vitro co-culture suppression assay [65]. This correlates
with the fact that both mouse and human peripheral Tregs expressed remarkably higher surface
levels of TNFR2 than non-Tregs, irrespective of their resting or activated status, whereas TNFR1 is
barely detectable on T cells or Tregs cells [65]. Another hint in the track for the identification of
the regulatory role of TNFR2 came from the observation that polymorphisms of TNFR2 were often
associated with increased inflammation in chronic autoimmune diseases and in GvHD (the latter
being a common adverse effect of allogeneic bone marrow transplantation) [86]. Moreover, patients
with chronic autoimmune diseases or chronic GvHD that were refractory to first-line treatment with
steroids and to second-line treatment with TNF blockers, etanercept (TNF decoy receptor) or infliximab
(chimeric recombinant anti-TNF antibody), sometimes suffered from worsened symptoms [87]. In the
same line of evidence, chronic inflammatory illness and late stages of infection are more severe in
TNF-deficient mice than in WT mice [83]. Globally, these findings suggest that blockade of TNF in
the chronic phase of the inflammatory response could interfere with natural regulatory mechanisms
necessary to halt disease progression.
In vitro studies of Tregs expansion in the presence of IL-2 and proinflammatory cytokines
(i.e., TNF) have also contributed to gain insight into the role of TNF on Tregs function. Although some
in vitro studies of Tregs exposure to TNF claimed that this cytokine interfered with Tregs suppressive
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function [88,89], other authors support the notion of beneficial effects on Tregs. In this regard, TNF was
shown to stimulate in vitro proliferation and expansion of human Tregs that exhibited enhanced
suppressive capacity and more stable phenotype [68,90]. Despite these conflicting data, the current
consensus is that TNF plays a positive role in Tregs function. These contradictory data might be due,
at least in part, to different proportions of aggregates in TNF preparations that would result in different
signaling abilities.
The overall effect of TNF on Tregs seems to be mediated by signaling through TNFR2, which is
highly expressed on both human and mouse Tregs when compared to conventional T cells [65,76,91].
6. Role of TNFR2 in Tregs Expansion in Allogeneic Bone Marrow Transplantation and
Cardiac Transplantation
The adoptive transfer of donor-derived Tregs to conditioned recipient mice attenuates the severity
of graft-versus-host disease (GvHD) in different settings of allogeneic bone marrow transplantation
across distinct MHC histocompatibility barriers [92,93]. Co-administration of in vitro expanded Tregs
stimulated via the direct or indirect antigen presentation pathways at the time of bone marrow
transplantation induces transplantation tolerance to skin and heart transplants of the same haplotype
and protects them against acute and chronic rejection [94].
In the field of transplantation research, the most convincing data on the role of TNFR2 in Tregs
expansion comes from three simultaneous studies in 2016 that took advantage of experimental mouse
models of allogeneic bone marrow transplantation across distinct MHC barriers. In one of the
studies, Chopra et al. developed a nonameric TNF complex with selective agonist activity on TNFR2,
termed STAR2. This compound was composed of three covalently linked TNF trimers in which TNF
monomers were mutated to selectively abrogate binding to TNFR1. They used this biological molecule
to treat lethally irradiated recipients with the purpose to expand residual Tregs before performing
allogeneic bone marrow transplantation across an MHC class I barrier (Figure 4A). This treatment
attenuated the course of GvHD, and the effect was abolished in TNFR2-deficient recipient mice or
in Tregs-depleted recipient mice [95]. Leclerc et al. demonstrated, in a semiallogeneic bone marrow
transplant setting, that TNFR2 expression on donor adoptively transferred Tregs was essential to
mediate their immunosuppressive effect, and that the source of TNF to stimulate TNFR2 comes from
allogeneic T cells co-transferred with the bone marrow transplant. Thus, blockade of TNFR2 with an
antagonist antibody or the use of TNFR2-deficient Tregs could not modulate GvHD [96] (Figure 4B).
Finally, Pierini et al. used an allogeneic bone marrow transplant mouse model across a full MHC
mismatched barrier. The approach consisted of the adoptive transfer of preconditioned donor-type
Tregs that were in vitro exposed to irradiated peripheral blood cells from acute GvHD recipients
(cytokine primed) or primed with TNF in the presence of IL-2. This preconditioning of donor Tregs
prevented GvHD at an unfavorable Tregs/allogeneic T cells ratio (1:10), while unprimed Tregs did not
confer protection to GvHD [97] (Figure 4C).
In solid organ transplantation, the number of studies is still scarce. It is worth mentioning one
study that implicated TNF in chronic rejection of heart allografts [98]. One of the pathognomonic
signs of cardiovascular chronic allograft rejection is the thickening of the intimal layer of the artery,
a lesion composed of smooth muscle cells and extracellular matrix, along with immune cells infiltration
produced in response to steady-state inflammation. Lack of both TNFR1 and TNFR2 on the endothelium
of donor hearts attenuates graft vascular disease [98].
In conclusion, these data point to the fact that TNFR2 is a promising targetable molecule for
the expansion of donor or recipient Tregs that display functional suppressive activity to modulate
the course of GvHD across distinct histocompatibility barriers and to mitigate the process of chronic
rejection of vascularized allografts.
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(A) Chopra et al. ade use of a multi eric reco binant TNFR2 agonist, termed STAR2 containing
mutations, to prevent binding to TNFR1. They demonstrated that pretreatment of irradiated recipients
with STAR2 peri-transplant expanded residual Tregs that attenu t d GvHD and prolonged host
survival. This protective effect was aboli hed in TNFR2-deficient r cipient mice and in recipient mice
depleted of Tregs [95]. (B) Leclerc at al. demonstrated that TNFR2-deficient Tregs or antibody-me iated
blockade of TNF/TNFR2 did not abolish the protective effect of Tregs on GvHD. Tregs functional activity
depended on TNF production by conventional T cells co-transferred with the allogeneic bone marrow
transplant [96]. (C) Pierini et al. showed that the preconditioning of donor-type Tregs ex-vivo with
irradiated host peripheral blood undergoing acute GvHD (cytokine-primed) or primed with TNF in the
presence of IL-2 attenuated GvHD at an unfavorable Tregs: T conventional ratio (1:10) [97]. In contrast,
unprimed Tregs did not confer protection to GvHD development in a setting of allogeneic bone marrow
transplantation across a fully MHC mismatched barrier.
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7. TL1A (TNFSF15)/DR3 (TNFRSF25) Pathway
The TNFRSF member termed death receptor 3 (DR3, TNFRSF25) is a type I transmembrane protein
with homology to TNFR1 [60]. DR3 engagement by its ligand TL1A (TNFSF15) mediates NF-kB,
MAP kinase, and caspase signaling that regulates cell activation, proliferation, and differentiation,
but also modulates apoptosis in immune cells [99]. Death receptor 3 is readily inducible upon exposure
to allogeneic stimuli on both CD4 T cells (Tregs and non-Tregs) and on CD8 T cells. Apart from T cells,
NKT cells and innate lymphoid cells also express DR3. It is also present to a lower extent in B cells,
monocytes, and macrophages. In contrast, TL1A, the ligand of DR3 receptor, presents a pattern of
expression restricted to antigen-presenting cells (dendritic cells) and endothelial cells [100,101].
DR3 (TNFRSF25) was initially claimed to be preferentially expressed on Tregs and only barely
on resting T cells [64]. This notion generated certain controversy in the field that stemmed from the
existence of two alternative DR3 mRNA splicing variants and different anti-DR3 hybridoma clones.
DR3 variant 1, with an extracellular region exhibiting four cysteine-rich domains, a transmembrane
region, and an intracellular region and DR3 variant 3, which lacks cysteine-rich domain 4 in the
extracellular region [64,102]. This controversy unleashed a debate that was resolved with the
introduction of a novel monoclonal anti-DR3 antibody. This new reagent identified a common epitope
on DR3 of Tregs and conventional T cells, concluding that both cell types expressed a similar amount
of DR3 on their cell surface at their resting state. The amount of DR3 increased in both cell types
upon activation [102].
The expansion of Tregs upon DR3 engagement was first described in a mouse model of allergy.
In this model, the administration of anti-DR3 agonist antibody (clone 4C12) or soluble TL1A.Ig
recombinant fusion protein (soluble DR3 agonist) stimulated a transient expansion of Tregs. This agonist
activity was modestly increased by the addition of IL-2 immunocomplexes (IL-2/anti-IL-2) [64].
Taking advantage of the knowledge gathered from mouse models of allergy, in vivo expansion of
donor Tregs with agonist anti-DR3 antibody was achieved before bone marrow cells were harvested
for the transplant. This intervention permits the enrichment of donor Tregs in the bone marrow
inoculum that would contribute to mitigate the pathogenic impact of donor anti-host alloreactivity [103].
The expansion of Tregs can also be achieved in pre-conditioned recipient mice, but the treatment
with anti-DR3 antibody has to be interrupted soon after allogeneic bone marrow transplantation.
Once donor anti-host response is initiated and donor T cells become activated, anti-DR3 treatment
may trigger undesirable side effects due to co-stimulation of donor alloreactive T cells. This would
exacerbate the course of the GvHD and overcome the initial beneficial anti-inflammatory effects of
Tregs [104,105]. In any case, this strategy is still awaiting translational application in humans because,
currently, anti-human DR3 agonist antibodies are not yet available for the clinic.
In the setting of heart allogeneic transplantation, treatment with agonist anti-DR3 antibody
(clone 4C12) resulted in expansion of Tregs Foxp3+ to 30–35% of gated CD4+ cells. This increase in
Tregs was associated with a significant graft prolongation from day 8 to day 17 that correlated
with accumulation of Foxp3+ Tregs within the graft and a significant reduction of infiltrating
inflammatory cells [106].
In summary, DR3 is a targetable receptor that permits the preferential expansion of donor Tregs or
residual host Tregs that remain after host conditioning. Anti-DR3 treatment should be implemented
before donor anti-host alloreactive T cells become activated.
8. Concluding Remarks on the Therapeutic Implication of Targeting TNFR in Inflammatory Diseases
Etanercept (TNF decoy receptor) and infliximab (chimeric anti-TNF antibody) are two examples
of the most common TNF blockers approved for clinical use as a second line for the treatment of
steroid-refractory GvHD and autoimmune diseases either alone or in combination with methotrexate;
however, some patients do not respond, and disease can be exacerbated upon TNF blockade.
This undesirable outcome may be the result of inhibition of Tregs suppressive function that prevents
membrane-bound TNF binding to TNFR2.
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To overcome these hurdles, there is an emerging interest in the development of recombinant
biological compounds that can target specifically TNFR2 without engaging TNFR1, to expand
in vivo Tregs and potentiate their beneficial modulatory effect on the course of inflammation [95,107].
Considering that selective neutralization of TNF/TNFR1 signaling is beneficial in several inflammatory
diseases, if this could be combined with TNFR2 agonist compounds, a reinforcement of
current treatments may be accomplished to attenuate inflammatory diseases and graft rejection.
Mutated versions of oligomerized TNF compounds such as STAR-2 (multimeric mutated TNF soluble
fusion protein with binding specificity for only TNFR2) or fully/partially agonist non-depleting
antibodies targeting TNFR2 anchored to cell surfaces or through FcγR are capable to engage TNFR2
and stimulate Tregs function. This stimulatory outcome occurs despite antibodies exhibiting low
affinity and regardless of the location of epitope within the molecule [108]. The use of TNFR agonists
in patients undergoing T cell-depleted induced-lymphopenia with the purpose of tipping the balance
of Tregs over conventional T cells during the course of immune reconstitution in transplant patients
would be a pertinent approach to limit long-term administration of immunosuppression and modulate
the course of graft rejection or GvHD.
One consideration that should be kept in mind arises from the fact that T cell activation upregulates
most TNFR members in both Tregs and conventional T cells, and the engagement of these receptors
can contribute to co-stimulation. This co-signal effect would enhance T cell cytotoxic activity or would
make effector T cells more resistant to Tregs-mediated suppression [91]. A sense of caution should,
however, accompany future clinical trials to prevent co-stimulation of donor anti-host alloreactive T
cells, once they are activated, to prevent worsening of the disease. Therefore, the timing for antibody
administration in the approved protocol should be finely tuned.
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Abbreviations
FLIP FLICE/Caspase 8 inhibitory protein
LIP Lymphopenia-induced proliferation
tTregs thymic regulatory T cells
pTregs peripheral regulatory T cells
TCR T cell receptor
rATG rabbit polyclonal anti-thymocyte globulin
MHC major histocompatibility complex
TNFR tumor necrosis factor receptor




THD TNF homology domain
Tregs regulatory T cells
TCD T-cell depleted
TNF Tumor necrosis factor
TGF-β Tumor growth factor
TNFRSF TNF receptor superfamily
Foxp3 Forkhead box P3 transcription factor
AIRE Autoimmune regulator
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TCR T cell receptor
MHC Major histocompatibility complex
GvHD Graft versus Host Disease
tTregs thymic Tregs
pTregs Peripheral Treg






rATG rabbit anti-thymocyte globulin
MAPK Mitogen-activated protein kinase
FADD Fas-associated death domain adaptor proteins
TRADD TNFR1-associated death domain
MDSC Myeloid-derived suppressive cells
IL-2 Interleukin 2
DR3 Death receptor 3
HSCT Hematopoietic stem cell transplantation
NF-kB Nuclear factor kappa-light-chain-enhancer of activated B cells
GM-CSF Granulocyte/monocyte-colony stimulating factor
IPEX Immunodysregulation polyendocrinopathy and enteropathy X-linked
MHC major histocompatibility complex
BMTx bone marrow transplantation
TNFKO tumor necrosis factor knock-out
STAR2 Multimeric TNFR2 agonist
GvHD graft versus-host reaction
TNFR2 tumor necrosis factor 2
IL-2 interleukin 2
TCD T cell-depleted
Tregs regulatory T cells
References
1. Nishizuka, Y.; Sakakura, T. Thymus and reproduction: Sex-linked dysgenesia of the gonad after neonatal
thymectomy in mice. Science 1969, 166, 753–755. [CrossRef] [PubMed]
2. Benjamin, R.J.; Waldmann, H. Induction of tolerance by monoclonal antibody therapy. Nature 1986,
320, 449–451. [CrossRef] [PubMed]
3. Qin, S.X.; Cobbold, S.; Benjamin, R.; Waldmann, H. Induction of classical transplantation tolerance in the
adult. J. Exp. Med. 1989, 169, 779–794. [CrossRef] [PubMed]
4. Qin, S.; Cobbold, S.P.; Pope, H.; Elliott, J.; Kioussis, D.; Davies, J.; Waldmann, H. “Infectious” transplantation
tolerance. Science 1993, 259, 974–977. [CrossRef] [PubMed]
5. Graca, L.; Honey, K.; Adams, E.; Cobbold, S.P.; Waldmann, H. Cutting edge: Anti-CD154 therapeutic
antibodies induce infectious transplantation tolerance. J. Immunol. 2000, 165, 4783–4786. [CrossRef]
6. Kendal, A.R.; Chen, Y.; Regateiro, F.S.; Ma, J.; Adams, E.; Cobbold, S.P.; Hori, S.; Waldmann, H. Sustained
suppression by Foxp3+ regulatory T cells is vital for infectious transplantation tolerance. J. Exp. Med. 2011,
208, 2043–2053. [CrossRef] [PubMed]
7. Sakaguchi, S.; Sakaguchi, N.; Asano, M.; Itoh, M.; Toda, M. Immunologic self-tolerance maintained by
activated T cells expressing IL-2 receptor alpha-chains (CD25). Breakdown of a single mechanism of
self-tolerance causes various autoimmune diseases. J. Immunol. 1995, 155, 1151–1164.
8. Asano, M.; Toda, M.; Sakaguchi, N.; Sakaguchi, S. Autoimmune disease as a consequence of developmental
abnormality of a T cell subpopulation. J. Exp. Med. 1996, 184, 387–396. [CrossRef]
9. Hori, S.; Nomura, T.; Sakaguchi, S. Control of regulatory T cell development by the transcription factor
Foxp3. Science 2003, 299, 1057–1061. [CrossRef]
Int. J. Mol. Sci. 2020, 21, 3347 17 of 21
10. Graca, L.; Le, M.A.; Lin, C.Y.; Fairchild, P.J.; Cobbold, S.P.; Waldmann, H. Donor-specific transplantation
tolerance: The paradoxical behavior of CD4+CD25+ T cells. Proc. Natl. Acad. Sci. USA 2004, 101, 10122–10126.
[CrossRef]
11. Graca, L.; Cobbold, S.P.; Waldmann, H. Identification of regulatory T cells in tolerated allografts. J. Exp. Med.
2002, 195, 1641–1646. [CrossRef] [PubMed]
12. Golshayan, D.; Jiang, S.; Tsang, J.; Garin, M.I.; Mottet, C.; Lechler, R.I. In vitro-expanded donor
alloantigen-specific CD4+CD25+ regulatory T cells promote experimental transplantation tolerance. Blood
2007, 109, 827–835. [CrossRef] [PubMed]
13. Dhamne, C.; Chung, Y.; Alousi, A.M.; Cooper, L.J.; Tran, D.Q. Peripheral and thymic foxp3(+) regulatory T
cells in search of origin, distinction, and function. Front. Immunol. 2013, 4, 253. [CrossRef] [PubMed]
14. Josefowicz, S.Z.; Lu, L.F.; Rudensky, A.Y. Regulatory T cells: Mechanisms of differentiation and function.
Ann. Rev. Immunol. 2012, 30, 531–564. [CrossRef]
15. Richert-Spuhler, L.E.; Lund, J.M. The Immune Fulcrum: Regulatory T Cells Tip the Balance Between Pro-
and Anti-inflammatory Outcomes upon Infection. Prog. Mol. Biol. Transl. Sci. 2015, 136, 217–243.
16. Mills, K.H. Regulatory T cells: Friend or foe in immunity to infection? Nat. Rev. Immunol. 2004, 4, 841–855.
[CrossRef]
17. Wood, K.J.; Sakaguchi, S. Regulatory T cells in transplantation tolerance. Nat. Rev. Immunol. 2003, 3, 199–210.
[CrossRef]
18. Romano, M.; Fanelli, G.; Albany, C.J.; Giganti, G.; Lombardi, G. Past, Present, and Future of Regulatory T
Cell Therapy in Transplantation and Autoimmunity. Front. Immunol. 2019, 10, 43. [CrossRef]
19. Ohkura, N.; Kitagawa, Y.; Sakaguchi, S. Development and maintenance of regulatory T cells. Immunity 2013,
38, 414–423. [CrossRef]
20. Wing, J.B.; Sakaguchi, S. Multiple treg suppressive modules and their adaptability. Front. Immunol. 2012,
3, 178. [CrossRef]
21. Fonseca, V.R.; Ribeiro, F.; Graca, L. T follicular regulatory (Tfr) cells: Dissecting the complexity of Tfr-cell
compartments. Immunol. Rev. 2019, 288, 112–127. [CrossRef] [PubMed]
22. Shevach, E.M.; DiPaolo, R.A.; Andersson, J.; Zhao, D.M.; Stephens, G.L.; Thornton, A.M. The lifestyle of
naturally occurring CD4+ CD25+ Foxp3+ regulatory T cells. Immunol. Rev. 2006, 212, 60–73. [CrossRef]
[PubMed]
23. Colvin, R.B.; Smith, R.N. Antibody-mediated organ-allograft rejection. Nat. Rev. Immunol. 2005, 5, 807–817.
[CrossRef] [PubMed]
24. Nankivell, B.J.; Borrows, R.J.; Fung, C.L.; O’Connell, P.J.; Allen, R.D.; Chapman, J.R. The natural history of
chronic allograft nephropathy. N. Engl. J. Med. 2003, 349, 2326–2333. [CrossRef]
25. Buhler, L.H.; Spitzer, T.R.; Sykes, M.; Sachs, D.H.; Delmonico, F.L.; Tolkoff-Rubin, N.; Saidman, S.L.;
Sackstein, R.; McAfee, S.; Dey, B.; et al. Induction of kidney allograft tolerance after transient
lymphohematopoietic chimerism in patients with multiple myeloma and end-stage renal disease.
Transplantation 2002, 74, 1405–1409. [CrossRef]
26. Sykes, M. Bone marrow and solid organ transplantation start to converge. Curr. Opin. Immunol. 1999,
11, 493–496. [CrossRef]
27. Tchao, N.K.; Turka, L.A. Lymphodepletion and homeostatic proliferation: Implications for transplantation.
Am. J. Transplant. 2012, 12, 1079–1090. [CrossRef]
28. Williams, K.M.; Hakim, F.T.; Gress, R.E. T cell immune reconstitution following lymphodepletion.
Semin. Immunol. 2007, 19, 318–330. [CrossRef]
29. Min, B. Spontaneous T Cell Proliferation: A Physiologic Process to Create and Maintain Homeostatic Balance
and Diversity of the Immune System. Front. Immunol. 2018, 9, 547. [CrossRef]
30. Wu, Z.; Bensinger, S.J.; Zhang, J.; Chen, C.; Yuan, X.; Huang, X.; Markmann, J.F.; Kassaee, A.; Rosengard, B.R.;
Hancock, W.W.; et al. Homeostatic proliferation is a barrier to transplantation tolerance. Nat.Med. 2004,
10, 87–92. [CrossRef]
31. Stockinger, B.; Barthlott, T.; Kassiotis, G. The concept of space and competition in immune regulation.
Immunology 2004, 111, 241–247. [CrossRef] [PubMed]
32. Freitas, A.A.; Rocha, B. Population biology of lymphocytes: The flight for survival. Ann. Rev. Immunol. 2000,
18, 83–111. [CrossRef] [PubMed]
Int. J. Mol. Sci. 2020, 21, 3347 18 of 21
33. Tanchot, C.; Rosado, M.M.; Agenes, F.; Freitas, A.A.; Rocha, B. Lymphocyte homeostasis. Semin. Immunol.
1997, 9, 331–337. [CrossRef] [PubMed]
34. King, C.; Ilic, A.; Koelsch, K.; Sarvetnick, N. Homeostatic expansion of T cells during immune insufficiency
generates autoimmunity. Cell 2004, 117, 265–277. [CrossRef]
35. Datta, S.; Sarvetnick, N. Lymphocyte proliferation in immune-mediated diseases. Trends Immunol. 2009,
30, 430–438. [CrossRef] [PubMed]
36. Cui, Y.; Zhang, H.; Meadors, J.; Poon, R.; Guimond, M.; Mackall, C.L. Harnessing the physiology of
lymphopenia to support adoptive immunotherapy in lymphoreplete hosts. Blood 2009, 114, 3831–3840.
[CrossRef]
37. Mackall, C.L.; Fry, T.J.; Bare, C.; Morgan, P.; Galbraith, A.; Gress, R.E. IL-7 increases both thymic-dependent
and thymic-independent T-cell regeneration after bone marrow transplantation. Blood 2001, 97, 1491–1497.
[CrossRef]
38. Surh, C.D.; Boyman, O.; Purton, J.F.; Sprent, J. Homeostasis of memory T cells. Immunol. Rev. 2006,
211, 154–163. [CrossRef]
39. Goldrath, A.W.; Sivakumar, P.V.; Glaccum, M.; Kennedy, M.K.; Bevan, M.J.; Benoist, C.; Mathis, D.; Butz, E.A.
Cytokine requirements for acute and Basal homeostatic proliferation of naive and memory CD8+ T cells.
J. Exp. Med. 2002, 195, 1515–1522. [CrossRef]
40. Berzins, S.P.; Uldrich, A.P.; Sutherland, J.S.; Gill, J.; Miller, J.F.; Godfrey, D.I.; Boyd, R.L. Thymic regeneration:
Teaching an old immune system new tricks. Trends Mol. Med. 2002, 8, 469–476. [CrossRef]
41. Mackall, C.L.; Bare, C.V.; Granger, L.A.; Sharrow, S.O.; Titus, J.A.; Gress, R.E. Thymic-independent T cell
regeneration occurs via antigen-driven expansion of peripheral T cells resulting in a repertoire that is limited
in diversity and prone to skewing. J. Immunol. 1996, 156, 4609–4616. [PubMed]
42. Salomon, B.; Lenschow, D.J.; Rhee, L.; Ashourian, N.; Singh, B.; Sharpe, A.; Bluestone, J.A. B7/CD28
costimulation is essential for the homeostasis of the CD4+CD25+ immunoregulatory T cells that control
autoimmune diabetes. Immunity 2000, 12, 431–440. [CrossRef]
43. Boden, E.; Tang, Q.; Bour-Jordan, H.; Bluestone, J.A. The role of CD28 and CTLA4 in the function and
homeostasis of CD4+CD25+ regulatory T cells. Novartis Found. Symp. 2003, 252, 55–63. [PubMed]
44. Tang, Q.; Henriksen, K.J.; Boden, E.K.; Tooley, A.J.; Ye, J.; Subudhi, S.K.; Zheng, X.X.; Strom, T.B.; Bluestone, J.A.
Cutting edge: CD28 controls peripheral homeostasis of CD4+CD25+ regulatory T cells. J. Immunol. 2003,
171, 3348–3352. [CrossRef]
45. Riella, L.V.; Liu, T.; Yang, J.; Chock, S.; Shimizu, T.; Mfarrej, B.; Batal, I.; Xiao, X.; Sayegh, M.H.; Chandraker, A.
Deleterious effect of CTLA4-Ig on a Treg-dependent transplant model. Am. J. Transplant. 2012, 12, 846–855.
[CrossRef]
46. Verbinnen, B.; Billiau, A.D.; Vermeiren, J.; Galicia, G.; Bullens, D.M.; Boon, L.; Cadot, P.; Hens, G.;
Dewolf-Peeters, C.; Van Gool, S.W.; et al. Contribution of regulatory T cells and effector T cell deletion in
tolerance induction by costimulation blockade. J. Immunol. 2008, 181, 1034–1042. [CrossRef]
47. Schwarz, C.; Unger, L.; Mahr, B.; Aumayr, K.; Regele, H.; Farkas, A.M.; Hock, K.; Pilat, N.; Wekerle, T.
The Immunosuppressive Effect of CTLA4 Immunoglobulin Is Dependent on Regulatory T Cells at Low But
Not High Doses. Am. J. Transplant. 2016, 16, 3404–3415. [CrossRef]
48. Vincenti, F.; Rostaing, L.; Grinyo, J.; Rice, K.; Steinberg, S.; Gaite, L.; Moal, M.C.; Mondragon-Ramirez, G.A.;
Kothari, J.; Polinsky, M.S.; et al. Belatacept and Long-Term Outcomes in Kidney Transplantation. N. Engl.
J. Med. 2016, 374, 333–343. [CrossRef]
49. Levitsky, J.; Miller, J.; Huang, X.; Chandrasekaran, D.; Chen, L.; Mathew, J.M. Inhibitory effects of belatacept
on allospecific regulatory T-cell generation in humans. Transplantation 2013, 96, 689–696. [CrossRef]
50. Sanchez-Fueyo, A.; Domenig, C.; Strom, T.B.; Zheng, X.X. The complement dependent cytotoxicity (CDC)
immune effector mechanism contributes to anti-CD154 induced immunosuppression. Transplantation 2002,
74, 898–900. [CrossRef]
51. Hancock, W.W.; Sayegh, M.H.; Zheng, X.G.; Peach, R.; Linsley, P.S.; Turka, L.A. Costimulatory function and
expression of CD40 ligand, CD80, and CD86 in vascularized murine cardiac allograft rejection. Proc. Natl.
Acad. Sci. USA 1996, 93, 13967–13972. [CrossRef] [PubMed]
52. Vogel, I.; Verbinnen, B.; Van Gool, S.; Ceuppens, J.L. Regulatory T Cell-Dependent and -Independent
Mechanisms of Immune Suppression by CD28/B7 and CD40/CD40L Costimulation Blockade. J. Immunol.
2016, 197, 533–540. [CrossRef] [PubMed]
Int. J. Mol. Sci. 2020, 21, 3347 19 of 21
53. Koyama, I.; Kawai, T.; Andrews, D.; Boskovic, S.; Nadazdin, O.; Wee, S.L.; Sogawa, H.; Wu, D.L.; Smith, R.N.;
Colvin, R.B.; et al. Thrombophilia associated with anti-CD154 monoclonal antibody treatment and its
prophylaxis in nonhuman primates. Transplantation 2004, 77, 460–462. [CrossRef] [PubMed]
54. Thornton, A.M.; Shevach, E.M. CD4+CD25+ immunoregulatory T cells suppress polyclonal T cell activation
in vitro by inhibiting interleukin 2 production. J. Exp. Med. 1998, 188, 287–296. [CrossRef] [PubMed]
55. Gregori, S.; Bacchetta, R.; Passerini, L.; Levings, M.K.; Roncarolo, M.G. Isolation, expansion, and
characterization of human natural and adaptive regulatory T cells. Methods Mol. Biol. 2007, 380, 83–105.
[PubMed]
56. Raffin, C.; Vo, L.T.; Bluestone, J.A. Treg cell-based therapies: Challenges and perspectives. Nat. Rev. Immunol.
2019, 20, 158–172. [CrossRef]
57. Battaglia, M.; Stabilini, A.; Roncarolo, M.G. Rapamycin selectively expands CD4+CD25+FoxP3+ regulatory
T cells. Blood 2005, 105, 4743–4748. [CrossRef]
58. Huehn, J.; Polansky, J.K.; Hamann, A. Epigenetic control of FOXP3 expression: The key to a stable regulatory
T-cell lineage? Nat. Rev. Immunol. 2009, 9, 83–89. [CrossRef]
59. Sanchez-Abarca, L.I.; Gutierrez-Cosio, S.; Santamaria, C.; Caballero-Velazquez, T.; Blanco, B.; Herrero-Sanchez, C.;
Garcia, J.L.; Carrancio, S.; Hernandez-Campo, P.; Gonzalez, F.J.; et al. Immunomodulatory effect of 5-azacytidine
(5-azaC): Potential role in the transplantation setting. Blood 2010, 115, 107–121. [CrossRef]
60. Bodmer, J.L.; Schneider, P.; Tschopp, J. The molecular architecture of the TNF superfamily. Trends Biochem. Sci.
2002, 27, 19–26. [CrossRef]
61. Del Rio, M.L.; Schneider, P.; Fernandez-Renedo, C.; Perez-Simon, J.A.; Rodriguez-Barbosa, J.I.
LIGHT/HVEM/LTbetaR Interaction as a Target for the Modulation of the Allogeneic Immune Response in
Transplantation. Am. J. Transplant. 2013, 13, 541–551. [CrossRef] [PubMed]
62. Croft, M.; Benedict, C.A.; Ware, C.F. Clinical targeting of the TNF and TNFR superfamilies. Nat. Rev.
Drug Discov. 2013, 12, 147–168. [CrossRef] [PubMed]
63. Ward-Kavanagh, L.K.; Lin, W.W.; Sedy, J.R.; Ware, C.F. The TNF Receptor Superfamily in Co-stimulating and
Co-inhibitory Responses. Immunity 2016, 44, 1005–1019. [CrossRef] [PubMed]
64. Schreiber, T.H.; Wolf, D.; Tsai, M.S.; Chirinos, J.; Deyev, V.V.; Gonzalez, L.; Malek, T.R.; Levy, R.B.; Podack, E.R.
Therapeutic Treg expansion in mice by TNFRSF25 prevents allergic lung inflammation. J. Clin. Investig. 2010,
120, 3629–3640. [CrossRef] [PubMed]
65. Chen, X.; Baumel, M.; Mannel, D.N.; Howard, O.M.; Oppenheim, J.J. Interaction of TNF with TNF receptor
type 2 promotes expansion and function of mouse CD4+CD25+ T regulatory cells. J. Immunol. 2007,
179, 154–161. [CrossRef] [PubMed]
66. Wing, J.B.; Tay, C.; Sakaguchi, S. Control of Regulatory T Cells by Co-signal Molecules. Adv. Exp. Med. Biol.
2019, 1189, 179–210.
67. Boyman, O.; Kovar, M.; Rubinstein, M.P.; Surh, C.D.; Sprent, J. Selective stimulation of T cell subsets with
antibody-cytokine immune complexes. Science 2006, 311, 1924–1927. [CrossRef]
68. Mahmud, S.A.; Manlove, L.S.; Schmitz, H.M.; Xing, Y.; Wang, Y.; Owen, D.L.; Schenkel, J.M.; Boomer, J.S.;
Green, J.M.; Yagita, H.; et al. Costimulation via the tumor-necrosis factor receptor superfamily couples TCR
signal strength to the thymic differentiation of regulatory T cells. Nat. Immunol. 2014, 15, 473–481. [CrossRef]
69. Vasanthakumar, A.; Liao, Y.; Teh, P.; Pascutti, M.F.; Oja, A.E.; Garnham, A.L.; Gloury, R.; Tempany, J.C.;
Sidwell, T.; Cuadrado, E.; et al. The TNF Receptor Superfamily-NF-kappaB Axis Is Critical to Maintain
Effector Regulatory T Cells in Lymphoid and Non-lymphoid Tissues. Cell Rep. 2017, 20, 2906–2920. [CrossRef]
70. Ronin, E.; Lubrano di Ricco, M.; Vallion, R.; Divoux, J.; Kwon, H.K.; Gregoire, S.; Collares, D.; Rouers, A.;
Baud, V.; Benoist, C.; et al. The NF-kappaB RelA Transcription Factor Is Critical for Regulatory T Cell
Activation and Stability. Front. Immunol. 2019, 10, 2487. [CrossRef]
71. Kim, E.Y.; Teh, H.S. TNF type 2 receptor (p75) lowers the threshold of T cell activation. J. Immunol. 2001,
167, 6812–6820. [CrossRef] [PubMed]
72. Beutler, B.; Milsark, I.W.; Cerami, A.C. Passive immunization against cachectin/tumor necrosis factor protects
mice from lethal effect of endotoxin. Science 1985, 229, 869–871. [CrossRef] [PubMed]
73. Springer, T.A. Adhesion receptors of the immune system. Nature 1990, 346, 425–434. [CrossRef] [PubMed]
74. Brennan, F.M.; Chantry, D.; Jackson, A.; Maini, R.; Feldmann, M. Inhibitory effect of TNF alpha antibodies on
synovial cell interleukin-1 production in rheumatoid arthritis. Lancet 1989, 2, 244–247. [CrossRef]
Int. J. Mol. Sci. 2020, 21, 3347 20 of 21
75. Pfeffer, K. Biological functions of tumor necrosis factor cytokines and their receptors. Cytokine Growth
Factor Rev. 2003, 14, 185–191. [CrossRef]
76. Chen, X.; Subleski, J.J.; Hamano, R.; Howard, O.M.; Wiltrout, R.H.; Oppenheim, J.J. Co-expression of TNFR2
and CD25 identifies more of the functional CD4+FOXP3+ regulatory T cells in human peripheral blood.
Eur. J. Immunol. 2010, 40, 1099–1106. [CrossRef]
77. Chen, X.; Subleski, J.J.; Kopf, H.; Howard, O.M.; Mannel, D.N.; Oppenheim, J.J. Cutting edge: Expression of
TNFR2 defines a maximally suppressive subset of mouse CD4+CD25+FoxP3+ T regulatory cells:
Applicability to tumor-infiltrating T regulatory cells. J. Immunol. 2008, 180, 6467–6471. [CrossRef]
78. Chen, X.; Wu, X.; Zhou, Q.; Howard, O.M.; Netea, M.G.; Oppenheim, J.J. TNFR2 is critical for the stabilization
of the CD4+Foxp3+ regulatory T. cell phenotype in the inflammatory environment. J. Immunol. 2013,
190, 1076–1084. [CrossRef]
79. Cohen, J.L.; Wood, K.J. TNFR2: The new Treg switch? Oncoimmunology 2017, 7, e1373236. [CrossRef]
80. Yin, X.; Li, W.; Ma, H.; Zeng, W.; Peng, C.; Li, Y.; Liu, M.; Chen, Q.; Zhou, R.; Jin, T. Crystal structure and
activation mechanism of DR3 death domain. FEBS J. 2019, 286, 2593–2610. [CrossRef]
81. Wajant, H.; Siegmund, D. TNFR1 and TNFR2 in the Control of the Life and Death Balance of Macrophages.
Front. cell Dev. Biol. 2019, 7, 91. [CrossRef] [PubMed]
82. Atretkhany, K.N.; Mufazalov, I.A.; Dunst, J.; Kuchmiy, A.; Gogoleva, V.S.; Andruszewski, D.; Drutskaya, M.S.;
Faustman, D.L.; Schwabenland, M.; Prinz, M.; et al. Intrinsic TNFR2 signaling in T regulatory cells provides
protection in CNS autoimmunity. Proc. Natl. Acad. Sci. USA 2018, 115, 13051–13056. [CrossRef] [PubMed]
83. Zakharova, M.; Ziegler, H.K. Paradoxical anti-inflammatory actions of TNF-alpha: Inhibition of IL-12 and
IL-23 via TNF receptor 1 in macrophages and dendritic cells. J. Immunol. 2005, 175, 5024–5033. [CrossRef]
[PubMed]
84. Erickson, S.L.; de Sauvage, F.J.; Kikly, K.; Carver-Moore, K.; Pitts-Meek, S.; Gillett, N.; Sheehan, K.C.;
Schreiber, R.D.; Goeddel, D.V.; Moore, M.W. Decreased sensitivity to tumour-necrosis factor but normal
T-cell development in TNF receptor-2-deficient mice. Nature 1994, 372, 560–563. [CrossRef] [PubMed]
85. Bossen, C.; Ingold, K.; Tardivel, A.; Bodmer, J.L.; Gaide, O.; Hertig, S.; Ambrose, C.; Tschopp, J.; Schneider, P.
Interactions of tumor necrosis factor (TNF) and TNF receptor family members in the mouse and human.
J. Biol. Chem. 2006, 281, 13964–13971. [CrossRef] [PubMed]
86. Ishikawa, Y.; Kashiwase, K.; Akaza, T.; Morishima, Y.; Inoko, H.; Sasazuki, T.; Kodera, Y.; Juji, T.
Polymorphisms in TNFA and TNFR2 affect outcome of unrelated bone marrow transplantation.
Bone Marrow Transplant. 2002, 29, 569–575. [CrossRef]
87. Johnson, K.J.; Sanchez, H.N.; Schoenbrunner, N. Defining response to TNF-inhibitors in rheumatoid arthritis:
The negative impact of anti-TNF cycling and the need for a personalized medicine approach to identify
primary non-responders. Clin. Rheumatol. 2019, 38, 2967–2976. [CrossRef]
88. Nie, H.; Zheng, Y.; Li, R.; Zhang, J. Reply to Suppressive activity of human regulatory T cells is maintained
in the presence of TNF. Nat. Med. 2016, 22, 18–19. [CrossRef]
89. Zaragoza, B.; Chen, X.; Oppenheim, J.J.; Baeyens, A.; Gregoire, S.; Chader, D.; Gorochov, G.; Miyara, M.;
Salomon, B.L. Suppressive activity of human regulatory T cells is maintained in the presence of TNF. Nat. Med.
2016, 22, 16–17. [CrossRef]
90. Okubo, Y.; Mera, T.; Wang, L.; Faustman, D.L. Homogeneous expansion of human T-regulatory cells via
tumor necrosis factor receptor 2. Sci. Rep. 2013, 3, 3153. [CrossRef]
91. Chen, X.; Hamano, R.; Subleski, J.J.; Hurwitz, A.A.; Howard, O.M.; Oppenheim, J.J. Expression of
costimulatory TNFR2 induces resistance of CD4+FoxP3- conventional T cells to suppression by CD4+FoxP3+
regulatory T cells. J. Immunol. 2010, 185, 174–182. [CrossRef] [PubMed]
92. Reddy, P.; Ferrara, J.L. Immunobiology of acute graft-versus-host disease. Blood Rev. 2003, 17, 187–194.
[CrossRef]
93. Blazar, B.R.; MacDonald, K.P.A.; Hill, G.R. Immune regulatory cell infusion for graft-versus-host disease
prevention and therapy. Blood 2018, 131, 2651–2660. [CrossRef] [PubMed]
94. Joffre, O.; Santolaria, T.; Calise, D.; Al, S.T.; Hudrisier, D.; Romagnoli, P.; van Meerwijk, J.P. Prevention of
acute and chronic allograft rejection with CD4+CD25+Foxp3+ regulatory T lymphocytes. Nat. Med. 2008,
14, 88–92. [CrossRef] [PubMed]
Int. J. Mol. Sci. 2020, 21, 3347 21 of 21
95. Chopra, M.; Biehl, M.; Steinfatt, T.; Brandl, A.; Kums, J.; Amich, J.; Vaeth, M.; Kuen, J.; Holtappels, R.;
Podlech, J.; et al. Exogenous TNFR2 activation protects from acute GvHD via host T reg cell expansion.
J. Exp. Med. 2016, 213, 1881–1900. [CrossRef] [PubMed]
96. Leclerc, M.; Naserian, S.; Pilon, C.; Thiolat, A.; Martin, G.H.; Pouchy, C.; Dominique, C.; Belkacemi, Y.;
Charlotte, F.; Maury, S.; et al. Control of GVHD by regulatory T cells depends on TNF produced by T cells
and TNFR2 expressed by regulatory T cells. Blood 2016, 128, 1651–1659. [CrossRef]
97. Pierini, A.; Strober, W.; Moffett, C.; Baker, J.; Nishikii, H.; Alvarez, M.; Pan, Y.; Schneidawind, D.; Meyer, E.;
Negrin, R.S. TNF-alpha priming enhances CD4+FoxP3+ regulatory T-cell suppressive function in murine
GVHD prevention and treatment. Blood 2016, 128, 866–871. [CrossRef]
98. Suzuki, J.; Cole, S.E.; Batirel, S.; Kosuge, H.; Shimizu, K.; Isobe, M.; Libby, P.; Mitchell, R.N. Tumor necrosis
factor receptor -1 and -2 double deficiency reduces graft arterial disease in murine cardiac allografts.
Am. J. Transplant. 2003, 3, 968–976. [CrossRef]
99. Chinnaiyan, A.M.; O’Rourke, K.; Yu, G.L.; Lyons, R.H.; Garg, M.; Duan, D.R.; Xing, L.; Gentz, R.; Ni, J.;
Dixit, V.M. Signal transduction by DR3, a death domain-containing receptor related to TNFR-1 and CD95.
Science 1996, 274, 990–992. [CrossRef]
100. Migone, T.S.; Zhang, J.; Luo, X.; Zhuang, L.; Chen, C.; Hu, B.; Hong, J.S.; Perry, J.W.; Chen, S.F.; Zhou, J.X.; et al.
TL1A is a TNF-like ligand for DR3 and TR6/DcR3 and functions as a T cell costimulator. Immunity 2002, 16,
479–492. [CrossRef]
101. Richard, A.C.; Ferdinand, J.R.; Meylan, F.; Hayes, E.T.; Gabay, O.; Siegel, R.M. The TNF-family cytokine
TL1A: From lymphocyte costimulator to disease co-conspirator. J. Leukoc. Biol. 2015, 98, 333–345. [CrossRef]
[PubMed]
102. Taraban, V.Y.; Ferdinand, J.R.; Al-Shamkhani, A. Expression of TNFRSF25 on conventional T cells and Tregs.
J. Clin. Investig. 2011, 121, 463–464. [CrossRef] [PubMed]
103. Kim, B.S.; Nishikii, H.; Baker, J.; Pierini, A.; Schneidawind, D.; Pan, Y.; Beilhack, A.; Park, C.G.; Negrin, R.S.
Treatment with agonistic DR3 antibody results in expansion of donor Tregs and reduced graft-versus-host
disease. Blood 2015, 126, 546–557. [CrossRef] [PubMed]
104. Nishikii, H.; Kim, B.S.; Yokoyama, Y.; Chen, Y.; Baker, J.; Pierini, A.; Alvarez, M.; Mavers, M.; Maas-Bauer, K.;
Pan, Y.; et al. DR3 signaling modulates the function of Foxp3+ regulatory T cells and the severity of acute
graft-versus-host disease. Blood 2016, 128, 2846–2858. [CrossRef] [PubMed]
105. Mavers, M.; Simonetta, F.; Nishikii, H.; Ribado, J.V.; Maas-Bauer, K.; Alvarez, M.; Hirai, T.; Turkoz, M.;
Baker, J.; Negrin, R.S. Activation of the DR3-TL1A Axis in Donor Mice Leads to Regulatory T Cell Expansion
and Activation With Reduction in Graft-Versus-Host Disease. Front. Immunol. 2019, 10, 1624. [CrossRef]
[PubMed]
106. Wolf, D.; Schreiber, T.H.; Tryphonopoulos, P.; Li, S.; Tzakis, A.G.; Ruiz, P.; Podack, E.R. Tregs expanded in vivo
by TNFRSF25 agonists promote cardiac allograft survival. Transplantation 2012, 94, 569–574. [CrossRef]
[PubMed]
107. Mancusi, A.; Alvarez, M.; Piccinelli, S.; Velardi, A.; Pierini, A. TNFR2 signaling modulates immunity after
allogeneic hematopoietic cell transplantation. Cytokine Growth Factor Rev. 2019, 47, 54–61. [CrossRef]
108. Wajant, H. Principles of antibody-mediated TNF receptor activation. Cell Death Differ. 2015, 22, 1727–1741.
[CrossRef]
© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
